Non-parasitic liver cysts are seen in up to 5 % of the population. They become symptomatic when they are large and can cause pain, nausea, vomiting, early satiety and obstructive jaundice. Treatment modalities include percutaneous drainage, open deroofing, hepatic resection and lately, laparoscopic deroofing. We assessed our management of eleven symptomatic patients over the last five years between May 1996 and August 2001. Two of these had mild symptoms and were kept under review. The remaining nine were treated surgically. Of these, eight were treated by laparotomy and open deroofing with argon laser coagulation of the cut edges while one was treated with left hepatic resection. Three of these had been previously treated with laparoscopic deroofing at other hospitals and had been referred after having developed recurrent symptomatic cysts. Two patients developed post-operative complications -bile leakage that resolved with conservative management. The patients were followed up for a median period of twelve months ranging from 3-62 months. One patient died of liver failure 12 months after surgery. There was no symptomatic recurrence. We conclude that open cyst deroofing gives marked symptomatic relief with a very low complication rate. In today's era of laparoscopic surgery, it has a definite role in the management of symptomatic liver cysts, more so in recurrent cysts following laparoscopic treatment.
INTRODUCTION
Non-parasitic liver cysts are seen in up to 5% of the population.' These usually tend to be asymptomatic. When the whole liver is involved, Polycystic Liver Disease (PCLD) is presumed to exist.2 Large cysts may cause symptoms, predominantly pain. Nausea, vomiting, obstructive jaundice and early satiety may be caused by the pressure effects of large cysts.3 Different treatment modalities have been used. They include percutaneous drainage, open deroofing, laparoscopic deroofing and hepatic resection. This study assesses our management of symptomatic liver cysts over the last five years.
METHODS
Between May 1996 and August 200 1, nine patients underwent surgery for histologically proven nonparasitic cysts of the liver. Two patients with mild symptoms have not been operated on and have been kept under review. Patients were identified from the hepatobiliary database and records were reviewed for clinical presentation, preoperative investigations, surgery and followup. CT scanning was performed in all patients to determine the extent of the disease and to help exclude parasitic cysts. Of the nine patients who underwent surgical treatment eight were treated by laparotomy and open deroofing while one was treated by left hepatic resection for extensive involvement ofthe left lobe by a large multilocular cyst. The major aim of surgery was to remove as much of the cyst wall as possible to prevent recurrence. A CUSA (Cavitron Ultra Sonic Aspirator) was used for liver resection. Three patients underwent synchronous cholecystectomy for coexistent gallstones. (Fig. 1) . One patient with a very large cyst involving the right lobe and segment IV of the left lobe developed a thrombosis in the inferior vena cava (Fig. 2) . One patient had polycystic liver disease and two had polycystic disease of both the liver and the kidneys. One patient with PCLD and mild symptoms has been treated conservatively. Of the nine patients treated surgically, two had undergone previous repeated aspirations followed by laparoscopic deroofing and one patient had undergone laparoscopic deroofing alone. 
